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The human crisis in cancer: a Lancet Oncology Commission +~§3 ()

Gary Rodin, Amalya Feldman, Dario Trapani, Mac Skelton, Karla Unger-Saldana, Beverley Essue, Rille Pihlak, Catherine Walshe, William E Rosa,
Matthew P Banegas, Miguel Zambrano-Lucio, Rawaz Salah Daood, Ajay Aggarwal, Omar Dewachi, Gilla K Shapiro, Murallitharan Munisamy,
Harenthri Devy Alagir Rajah, Shrikant Atreya, Vijay Shree Dhyani, Yek-Ching Kong, Mebin Mathew, Carol Y Ochoa-Dominguez,

Arathi Prahallada Rao, Seema Rajesh Rag, Srinagesh Simha, Nancy Preston, Wendy Wing Tak Lam, Hanae Davis, Camilla Zimmermann,

Eve Namisango, Christian Ntizimira, Elizabeth Smyth, Madeline Li, Naveen Salins, Nirmala Bhoo-Pathy, Richard Sullivan

Amid unprecedented scientific progress in oncology, a growing body of evidence reveals a parallel and profound crisis  Lancet Oncdl 2025, 26: 62870
in the human experience of cancer care. Despite overall survival outcomes improving, the systems designed to deliver published online
care increasingly fall short in addressing the emotional, relational, and existential dimensions of cancer. Although November2,2025

examples of compassionate and attentive care can be found in every setting, patients and families across global hitpsJ/doi.org/10.1016/
. . . . 51470-2045(25)00530-3
rantavic roanbinno Bn ronart haine anhaard anconnarvtad and ot Hmaoe activaly harmaod by cara ctrnicbirac that

“Despite overall survival outcomes improving, the systems designed to deliver care
increasingly fall short in addressing the emotional, relational, and existential dimensions
of cancer.... This crisis is shaped by what is present and what is absent: the presence of
fragmented, costly, and impersonal systems and the absence of human connection,
psychological safety, and relational care... Addressing this crisis will require more than
good intentions; it will demand confronting the structural incentives and ideologies that
have devalued the relational foundations of cancer care.” (Rodin et al, 2025)



“ Rehumanising cancer care is necessary and possible. There is
strong and growing evidence for a set of approaches that
improve patient experience, reduce suffering, and support
health-system resilience. These include patient navigation,
early integration of palliative care, financial protection

mechanisms, and culturally relevant mental health support.”
(Rodin et al, 2025)
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Curment Oncology Aeports (2024) 26:504-537
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Patient Navigation in Cancer Treatment: A Systematic Review

What are patient navigators
and how can they improve
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Scoping review on navigation interventions for older adults
with cancer in Europe and beyond
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What is navigation?

* Aimed at supporting people to find their way through health and social care
systems, help them overcome barriers to accessing services, and improve
continuity of care (often targeted at people in disadvantaged posmons)

« Use "navigators” i.e. qualified health professionals (nurses, social workers)
or trained lay persons (often recruited from the community that is targeted)

 Variable and flexible tasks such as identifying needs and barriers, psycho-
education, linking people to their communities, and to health and social care
services (some professional navigators also perform clinical tasks such as
care coordination)

« Different words: care navigators, patient navigators, lay navigators,
community health workers, or other



Cancer navigation

Primary Care

ing B END-OF-LIFE
N\ CARE

PREVENTION } SCREENING } DIAGNOSIS B SURVIVORSHIP

Psychosocial & Palliative Care

Chen et al, 2024; Stodolska et al 2026

* mostly US studies

» often targeting parts of
the trajectory

* less focus on palliative
care

* limited attention to
multidimensional
needs of older people
with cancer including
practical, financial,
social, existential.



@EU Naviﬂ

Implementation and evaluation of a navigation

intervention for older people with cancer and

their family carers: an international pragmatic

RCT
Sept 2022 — Sept 2027

IRELAND

Palliative Care & Social Practice

Original Research

Adapting, implementing and evaluating a

navigation intervention for older people with

cancer and their family caregivers in six
countries in Europe: the Horizon
Europe-funded EU NAVIGATE project

Rose Miranda"®/, Tinne Smets, Lara Pivodic, Kenneth Chambaere'=’, Barbara Pesut'>/,
Wendy Duggleby, Bregje D. Onwuteaka-Philipsen':’, Barbara Gomes', Peter May(>,
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Unique to EU NAVIGATE

Navigation support across the trajectory of

= Older people with cancer and ‘declining health’ (using supportive, palliative, end-ofiife and

bereavement care

Clinical Frailty Scale) and their close family carers i
= Focus on the whole post-diagnostic trajectory A
T . . . . T
* Providing navigation and companionship ]
= Support in the community: improving access to health N f
and social care services, but also to community and TIME
voluntary sector e
= Building cross-sectoral alliances P
. . . Syst'en:latic ada_ptation o.f public health _ 2‘%"5."2?“
= Start from >15 years experience in Canada as a social pallative care interventions across settings  £5 ...
. . using ADAPT guidance: Methodological o e e
Innovatlon E§1 learnings from the EU NAVIGATE project S Sag
Nav-CARE  ammmerimmeiimns s,

On Behalf of EU NAVIGATE® and Lieve Van den Block!2



Navigators /| EU Navigate

 Trained and continuously mentored
 Volunteers (and social workers)
» Matched with clients

Italian navigator with client

WHAT IS MOST IMPORTANT TO YOU TODAY?
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Fast-track RCT with process and cost evaluation @ EU quigqte
Primary outcomes: quality of life and social support after 6 months

327 clients from 6 countries randomized:

« 177 immediate intervention and 150 control group with intervention
after 6 months

* 31,5% drop-out due to deterioration, death, or other reasons

Breast

214 clients with completed primary outcome data (I=118; C=96):
* age between 70y and 92y; 56% female

. . . Oth
- 1/3 lived alone; % has close family caregiver “

L Prostate
Colorectal

179 navigators: wide age range (19+ to 70+) (most between 50-70y)

Average visit length is 80 min —
Preliminary
results




Arranged (cheap)
house help
Helped buy a
tricycle

Helped arrange
caregiving
reimbursements
Helped to use
WhatsApp

Someone to talk to, just being there is
enough

Go out for coffee

Helped me do some activities in local
community centre which client could not
do alone anymore

Visited grave of late
husband together
Talking about health
issues, which client
found difficult to do
with family

Visited town where
patient grew up

Preliminary
results
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The evolution of transitional palliative care
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Cancer is the leading driver of palliative care need in Europe

Palliative care needs of people who die each year
with serious health-related suffering (SHS) associated with cancer
Selected countries of the WHO European Region (thousands)

Country Cancer (thousands)

Russian Federation (. 309.93
Germany N 202.11
Italy N 150.44

1.82 million

people with cancer die each year

France N 148.48 ¥ ; :
Whed Kingdom I 14461 experiencing serious health-related
Spain O o552 suffering (SHS) in the WHO European Region
Tarkiye 90.13
Ukraine 86.22
Poland 8413 o
Romania 4515 42 5 /o
L]
Netherlands 39.95 428 of all people with
Hungary 28.54 million palliative care need
Kazakhstan 27.75 total in the European Region
Greece 25.43 h
Belgium 25.27 ave cancer
Portugal 24.36
Czech Republic 23.66
Serbia 20.97
Sweden 20.07
Switzerland 1527, 7’1 1 9
lceland 0.50 specialised palliative care
Cyprus 167 l services across the European Region
Montenegro 1.23
Luxembourg 0.90 o 96
Albania 4.46 )

median services per 100,000 population

Source: EAPC Atlas of Palliative Care in the European Region 2025, Table 3.
Estimated number of people who die each year with serious health-related suffering (SHS) associated with cancer (in thousands).
Estimates are based on the Lancet Commission SHS database (2015).

EAPCAtlas of Palliative Care
inthe EuropeanRegion2025

Cancer accounts for approximately 42-43% of the
estimated need for palliative care.

Almost one in every two people dying with
serious health-related suffering in the European
Region has cancer.

The challenge is no longer only demonstrating
need. It is ensuring equitable access to

palliative care wherever people with cancer
live.
Over 4 million people ceseano wne

s DISEASES

faced SHSin the

European region

SHS

CONDITION IN THOUSANDS OTHER Qu
Cancer 1,818,424 CAUSES % é
Cerebrovascular di 738,226 2o
Dementia 333,755 zE
Lungdisease 311,535 g4

Non-ischemic heart disease 183,778
Other causes 893.560
Total 4,279,278

*Source: The Lancet Commission on Global Accessto Palllative Care
and Paln Rellef. Serlous health-related suffering database, 2015.

Garralda E. et al. EAPC Atlas of Palliative Care in the European Region 2025. ATLANTES Global Observatory & European Association for Palliative Care.
EAPC Atlas of Palliative Care in the European Region 2025, Table 3, pp. 34-35.
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Figure 3: An example of a dynamic map of an end-of-lfe system
EoL=end of life. HCPs=health-care providers. PC=primary care. QoL=quality of life. R=reinforcing loop. B=balancing loop.

The Lancet Commissions

Report of the Lancet Commission on the Value of Death:

bringing death back into life

Liby Sallnow, Richard Seith, Sam H Ahmedzai, Afsan Bhadelia, Charfatte Chamberlain, ali Cong, Brett Dobl, Luckson Dulle, Robin Durie,
Eiic A Finkelstein, Sam Guglan, Melanie Hodson, Bettina § Husebo, Allan Kellehear, Cela Kitzinger, Felicia Maric Knaul Scott A Murmay,
Julia Neuberger, Searmus 0"Mahony, M % Rajagopal, Sarah Russell, ko Sase, Katherine £ Sleeman, Sheldon Solomon, Ros Taylor,
MphoTutu van Furth, Katrina Wyatt, on behalfof the Lancet Commission on the Value of Death”

Executive summary

‘The story of dying in the 21t century is a story of paradox.
While many people are overtreated in hospitals with
familics and communitics relegated to the margins, still
more remain undertreated, dying of preventable
conditions and without access to basic pain relief. The
unbalanced and contradictory picture of death and dying
is the basis for this Commission.

How people die has radically over recent
generations. Death comes later in life for many
dying is often prolonged. Death and dying have moved
from a family and community setting to primarily the
domain of health systems. Futile or potentially inap-
propriate treatment can continue into the last hours of
life: The roles of families and communities have receded
as death and dying have become unfamiliar and skills,
traditions, and knowledge are lost. Death and dying have
become unbakinced in highdncome countries, and
increasingly in low-and-middle-income countries; there

clinical interventions at the
end of life, to the detriment of broader inputs and
contributiorns.

The COVID9 pandemic has meant that death is
prominent in daily media reports and health systems
have been overwhelmed. People have died the ultimate
medicalised deaths, often alone but for masked staff in
hospitals and intensive cae units, unable tocommunicate
with family except electronically. This situation has
further fuelled the fear of death, reinforcing the idea of

rediscovering this value can help care at the end of life
and enhance living.

“Treatment in the last months of life is costly and a
cause of families falling into poverty in countries without
universal health coverage. In high-income countries
between 8% and 11-2% of annual health expenditure for
the entire population is spent on the less than 15 who
die in that year. Some of this high expenditure is justified,
but there is evidence that patients and health
‘professionals hope for better outcomes than are likely,
‘meaning treatment that s intended to be curative ofen
continues for oo long.

Conversations about death and dying can be difficult.
Doctars, patients, or family members may find it easier
10 avoid them altogether and continue treatment, leading
to inappropriate treatment at the end of life. Palliative
care can provide better outcomes for patients and carers
at the end of lie, leading to improved quality of life, often
at a lower cost, but attempts 10 influence mainstream
health-care services have had limited success and
‘palliative care broadly remains a service-based response
to this secial concern.

Rebalancing death and dying will depend on changes
across death systems—the many interrelated social,
cultural, economic, religious, and political factors that
determine how death, dying and bereavement are
understood, experienced, and managed. A reductionist,
linear approach that fails 1o recognise the complexity of
the death system will not achieve the rebalancing needed.

bt
50140.6736(21)02 314
See Comment page 775




Cancer mission: policy brief palliative care

 Demonstrate the value of Palliative Care
* Integrate across care continuum
* Tackle inequities

* Innovate/implement knowledge

EU
« Empowerment patients/public PAANLSRSIONS

* Anticipate future needs

Innovative palliative care for people with cancer:
sustainable solutions for the future



Lessons learned from 2 European projects
Project 1: Integrated and supportive care InNSUPC (2013-2016)

- A | Commitment & decision-making N4

Case:
Integrated Palliative

Care initiative

Embedded subunits of a case:

. patient
. family caregiver

Duration of commitment

@ rrofessional caregiver

Including Network Analysis shor

Extent of shared
national Journal of Integrated Care. 2013.

§
i

Valentijn P et al. Understanding integrated care. Inter

g
g Mo
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Demand/need
-Culture
-Population
-Awareness

Education

Community level

-

(general palliative care)

Inpatient level

=

(Specialised pal. Care)

Integrated-Care-in-Europe.pdf

Research/
innovation

=)

Improved outcome
-Patient experiences
-Caregiver experiences
-Clinical outcomes



https://www.lancaster.ac.uk/users/moocs/palliative-care/Integrated-Care-in-Europe.pdf
https://www.lancaster.ac.uk/users/moocs/palliative-care/Integrated-Care-in-Europe.pdf
https://www.lancaster.ac.uk/users/moocs/palliative-care/Integrated-Care-in-Europe.pdf
https://www.lancaster.ac.uk/users/moocs/palliative-care/Integrated-Care-in-Europe.pdf
https://www.lancaster.ac.uk/users/moocs/palliative-care/Integrated-Care-in-Europe.pdf
https://www.lancaster.ac.uk/users/moocs/palliative-care/Integrated-Care-in-Europe.pdf
https://www.lancaster.ac.uk/users/moocs/palliative-care/Integrated-Care-in-Europe.pdf

Project 2: PalCycles 2022-2027
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ORIGINAL INTERVENTION PAL_CYCLES
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Hooley R, Payne S et al. BMC Palliat Care. :
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Where do we go from here?

A global model of public health approach to palliative care

Rehabilitation

* Resilience
Well-being
Leisure

Primary food care

Leadership
Digital
technologies Society

Community

Quality of life
for person with
NCCD and those
important to
them

Education and

training programs
Communities of
compassion

Engagement with
Healthcare system and persons with NCCD and Advance care
healthcare policies those important to planning
them

Rethinking palliative care in a public health context: addressing the needs of persons with non-communicable chronic diseases Published online by Cambridge University Press: 15 September 2020



Transitional care: discussion

« Acessible palliative care for everyone in Europe
« Differences between countries

» Differences between marginal groups
 LGBTI

 Palliative care and the role of digital communication
« Can ultimate humane care be digitalized?

 Palliative care and compassionate communities
« Community care as a key, caring for each other
» Together with specialized care when needed



(.4) Supporting people when living with

)\ EAPC serious illness

\"PA"%

People living with serious illness need timely, appropriate support, and
investing in palliative care helps manage symptoms, navigate complex
needs, and ensure compassionate, responsive care throughout iliness.

Palliative Care: It’s about living, not just dying.

Equitable, Accessible Palliative Care for all September 23,2026
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A paradigm-shift in palliative care
of cancer: lessons learned from
the PAINLESS project
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Palliative care of cancer:
a paradigm shift is needed

How is currently? How it should be?
 Late (end-of-life care)  Early (since diagnosis)
« Care models designed by « Co-designed care model (PPI)

researchers or clinicians
 Triggered by symptoms and
 Triggered by cancer stage QoL



5 years Cancer Mission: °
Stronger Through Connection

Palliative care of cancer:
a paradigm shift is needed

How is currently? How it should be?
* Fragmented by symptoms, * Holistic, biopsychosocial
biomedical
* Discontinuous » Continuous
* Disease-centred - Patient-centred
* Increased burden over * No increased burden over

healthcare systems healthcare systems



EARLY

Physical, emotional, cognitive and social consequences after a
cancer diagnosis

1

Impact Qol and functioning

1

Poor prognosis

The sooner the intervention, the better QoL and prognosis



CO-DESIGNED CARE MODEL

Early Palliative Care (EPC) should respond to unmet needs.

The care model should be co-designed with patients, caregivers
and a multidisciplinary team of healthcare professionals.



TRIGGERED BY SYMPTOMS AND QoL

EPC should NOT be triggered by advanced cancer stages.
Pain and decline in QoL should trigger EPC
Why pain?

* Most feared symptom (suffering)

« Large prevalence (aprox. 44.5%); through the cancer continum

» Related to comorbid symptoms (physical, emotional, cognitive, social)
« Large impact on QoL and functionality



HOLISTIC and BIOPSYCHOSOCIAL

Cancer has many aftereffects...

* Physical symptoms (pain, fatigue, sleep disorders)
 Emotional problems (anxiety, depression, distress)
« Cognitive decline

« Social isolation/loneliness

The intervention should be based on Multicomponent Management Programs
delivered by interdisciplinary teams, following a biopsychosocial approach



CONTINUOUS

« EPC should not be delivered solely at medical appointments
(spaced out over time).

* A continuous monitoring of the patients is needed.

Feeling well cared for by the healthcare system is essential for well-
being.



PATIENT-CENTRED

* Objectives of EPC should be adapted to each person.

» Targets should be dynamically adapted according to the
patient’s progress

Patients should have an active role in decision-making.



NO INCREASED BURDEN OVER HEALTCA
SYSTEMS

A paradigm shift IS possible without increasing the strain on
the systems
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Improving coordination (referral guidelines)
Reducing costs of unefficient pharmacological treatments
Improving education of healthcare professionals (biopsychsocial approach)
Using e-health tools



Use of e-health technologies:
experience In Painless

This project has received funding from European Union’s
Horizon Europe Researc h and Innova tion Programme

under Grant Agreement N°101057367




Painless platform for Assessment
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This project has received funding from the European Union's Horizon research and innovation programme under grant agreement 101057367.




Painless platform for Monitoring & follow-up
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Online monitoring of
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(45 days)
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Painless intervention at home

Randomization
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 Randomized clinical trial, 3 arms, placebo-controlled, double-blind, multicentric study.

* 450 patients with oncological pain in 6 clinical units.

« Assessment: pre- and post-intervention, and 3 and 6 month follow-ups
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At-home tES
Daily monitoring of symptoms




5 years Cancer Mission:
Stronger Through Connection
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E-health tools for assessment of
symptoms: feasibility and adherence

Barriers Facilitators
* Low digital literacy (not « E-health literacy
adequate for older patients) « Support from carers, relatives.

If neccesary, assessment in the
face-to-face interview.

* Burden of continuous monitoring « Continuous support by the team
(decrease enroliment and (comunication via whatsapp to
adherence) ensure daily tests are completed,;

minimum 10 days in each phase)

Daily monitoring: 90.7% of the patients completed the pre- and
during assessment. 64.8% also completed the post-treatment



Home-based neuromodulation

Barriers

* Technical problems (<4%)

+ Difficulty to manage the
devices (<4%)

» Side effects (<6%)

« Burden of intervention +
continuous monitoring

Facilitators

« Supervision from the team,
regular checks of devices

« Explanation in the clinic. Tutorials
and videotutorials.

* Support by the team
(whatsapp)



A hibrid intervention (face-to-face visits +
home-based neuromodulation) supported
by e-health tools

Is feasible

Improves patient comfort (fewer visits to the clinic)
Demonstrates high levels of adherence and acceptance

Is viewed positively (a greater sense of being well looked after)
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A CHANGE OF PARADIGM NEEDS A
CHANGE IN LANGUAGE
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PALLIATIVE SUPPORTIVE

Comes from the Latin root pallium. Verbe A broad category of services delivered through
palliare: means "to shield". Rather than curing the cancer trajectory. Outpatient symptoms
an illness, the word reflects the idea of management

wrapping a patient in comfort and Overarching umbrella (includes palliative care
protection to ease their pain. for life-threatening ilinesses).

With the time, patients and physicians Remove the “psychological barrier” and
incorrectly associated palliative with end-of- encourage patients to seek symptom relief
life and hospice care earlier.

Supportive versus palliative care: What's in a name?t

A survey of medical oncologists and midlevel providers at a comprehensive cancer center

Nada Fadul MD ¥4 Ahmed Elsayem MD, ). Lynn Palmer PhD, Egidio Del Fabbro MD, Kay Swint MSN, BSN,
Zhijun Li MS, Valerie Poulter BSN, OCN, Eduardo Bruera MD

First published: 20 April 2009 | https://doi.org/10.1002/cncr.24206 | ~* VIEW METRICS



EUROPEAN UNION

THANK YOU!

mteresa.carrillo@usc.es
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M. Teresa Carrillo_de_la_ @ U Universidade de Santiago de

. Compostela
Peia

EUniWell Champion 2026-2027. Principal
investigator of Painless. Full Professor at
University of Santiago de Compostela.

a Universidad de Deusto




Parallel workshop 2 - Integrate palliative care across the whole
cancer continuum: boost social innovation, enhance cross-
sectoral collaboration, and ensure dying with dignity.

Dr Amanda Drury Lieve Van den Block Jeroen Hasselaar Maria Teresa Carrillo
De La Pena



JOIN US ON SLIDO

#MissionCancer
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